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CHAPTER – 1 
INTRODUCTION 
    A woman’s breasts are an integral part of her feminity and identity. Throughout 
history, the female breast has been regarded as a symbol of beauty, sexuality and 
motherhood. In fact, a woman’s breasts are so interwoven into the fabric of her very 
existence that she simply cannot imagine herself without them. Any actual suspected 
disease or injury affecting breast tends to reflect the prevailing societal view of the 
breast1. 
1.1 BACKGROUND OF THE STUDY 
 Breast tissue in females is under the influence of various hormones and subjected 
to constant physiological variations throughout reproductive life and beyond giving rise 
to different types of lesion and lumps. Around 200,000 cases of breast diseases are 
diagnosed annually 2. Breast diseases are more prevalent among females as compared to 
males and the pattern of breast diseases and their etiology varies among different 
countries and ethnic groups 3. Benign breast diseases are more prevalent as compared to 
malignant and inflammatory, as seen throughout the world 4. 
Although Benign Breast Disease (BBD) has been extensively studied, the etiology 
of this disease is still poorly understood. It appears that endocrine factors are associated 
with BBD; however, the associations found are weak and inconsistent. Obesity has been 
identified as one of the only consistent risk factors for BBD. Inconsistent results have 
been found for most risk factors including exogenous hormone use, smoking, alcohol and 
caffeine intake. No studies have examined whether radiological tissue density is a risk 
factor for BBD. 
Benign lesions of breast are the most common lesions which account for 90% of 
the clinical presentation related to breast. About half of the women population suffers 
from benign breast diseases in their lifetime. Of all breast disorders, mastalgia being the 
first common presentation whereas palpable breast lump is second most common 
presentation. 
Prevalence of mastalgia is highly variable ranging 41–79%5. The prevalence 
seems to vary widely in different countries. In  US, the prevalence rates of 68%6 and 11% 
for cyclical mastalgia was reported on two studies among adult population7 while in 
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Canada and UK; it is reported to be 51.5% and 32%, repectively.8 The prevalence among 
adult urban population in India appears to be similar with a reported prevalence of 51–
54%9. 
  Fibrocystic disease is a histological term that refers clinically to a large group of 
syndrome presented as lump or lumpiness affecting an estimated 30-60% of women and 
at least 50% of women of child bearing age (Fibrocystic breast disease an update and 
review 2012).   
Fibroadenoma of the breast is a common cause of a benign breast lump in 
premenopausal women. Fibroadenomas occur in about 10% of all women and account for 
about half of the 1.6 million breast biopsies doctors perform each year in US. They are 
common among young girls in their teens and women in their twenties and thirties, but 
may occur at any age (National Institute of Health). 
The incidence of fibroadenomas peaks at age 20-24. According to the 
epidemiologic review, Virginia (2009) the incidence of fibrocystic breast changes and 
fibroadenoma was given based on the age group as presented in table 1.1 
Table 1.1. Incidence of Fibrocystic changes and fibroadenoma per 100,000 women 
across age group 
S.No Age group Fibrocystic 
changes/100,000women 
Fibroadenoma 
/100,000women 
1. 15-19 0-50 0-50 
2. 20-24 100-150 100-150 
3. 25-29 50-100 100-150 
4. 30-34 50-100 150-200 
5. 35-39 50-100 250-300 
6. 40-44 0-50 350-400 
7. 45-49 0-50 350-400 
 
There is a wide spectrum of benign breast disorders in India but its reporting has 
been overshadowed by that of breast cancer. Benign breast disorders have an incidence of 
1.5/1000 of total hospital admissions, 6.4/1000 of surgical admissions and 8.1 /1000 of 
adult female admissions.  
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Breast cancer.org believes that breast self- examination is a useful and essential 
screening strategy, especially when used in combination with regular physical exams and 
mammography. Breast self-examination benefits women in two ways. Women become 
familiar with both the appearance and feel of their breast and detect any changes in their 
breast as early as possible10 
1.2 NEED FOR THE STUDY 
     Benign breast problems in spite of their high prevalence have been neglected and 
trivialized by both the medical professionals and women with the problems as well. The 
reasons for this could be many but the most important reasons are the stigma attached to 
seeing a doctor and communicating about their breast related problem, fear of having 
cancer and the general neglect that women show towards their health. 
Breast care and disease management is a highly specialized arena. There are a 
number of benign or non-cancerous breast conditions and diseases that if correctly 
diagnosed are relatively easy to treat and keep under control. Breast cancer.org 
recommends that all women should routinely perform breast self-examination as part of 
taking care of them and thus lower the risk for breast cancer11 
 It should be mandatory for every woman to examine her breasts on a monthly 
basis. Regular Breast Self Examination (BSE) could assist you in detecting any 
abnormalities of your breast and nipple. However, in order to safely eliminate the 
possibility of breast cancer, it is imperative that you contact and see your doctor 
immediately taking immediate action could well save your life. 
             Breast awareness is the goal of the breast health movement. Rather than 
promoting the largely ineffective, formally structured Self Breast Examination (SBE), 
breast awareness promotes informal familiarity with the normal state of a women’s 
breast.  
The need for this study aroused out of the experience the investigator had during 
her clinical exposure and after undertaking the gynecological assessment in a community.  
Health seeking behavior among rural population is not up to the expected level with 
reference to breast diseases in particular to early detection of cancer breast and risk 
reduction due to lack of proper knowledge and awareness about available screening 
programmes like self breast examination, clinical breast examination, triple assessment. 
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The investigator identified that the rural woman had no specific information on breast 
diseases and the impact of such diseases. Hence the investigator felt the need for 
undertaking a study on breast diseases at rural communities.  
CHAPTER 2 
AIMS & OBJECTIVES 
2.1. TITLE  
Effectiveness of technology enabled learning programme on knowledge on prevention of 
selected breast diseases and practice on Breast Self Examination (BSE) among women at 
selected villages Thiruvallur district. 
2.2. STATEMENT OF THE PROBLEM 
An experimental study to evaluate the effectiveness of technology enabled learning 
programme on Knowledge on prevention of selected breast diseases and practice on 
Breast Self-Examination (BSE) among women in selected villages, Thiruvallur District. 
2.3 OBJECTIVES  
1. To assess and compare the pre and post test level of knowledge on prevention of 
selected breast diseases and practice on BSE among women in experimental and control 
group. 
2. To assess the effectiveness of   technology enabled learning programme on knowledge 
on prevention of selected breast diseases and practice on BSE among women. 
3. To correlate the mean differed level of knowledge with practice on BSE among 
women in experimental and control group. 
4. To associate the selected demographic variables with the mean differed level of 
knowledge and practice in experimental and control group. 
5. To compute odds ratio of knowledge and practice with presence of risk factors of 
women 
2.4. OPERATIONAL DEFINITIONS:  
2.4.1. Effectiveness 
          It refered to the outcome of technology enabled learning programme on knowledge 
regarding selected breast diseases and practice on BSE which was assessed by structured 
knowledge questionnaire and observational checklist respectively. 
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2.4.2. Technology enabled learning programme 
It was a learning package prepared by the investigator which had instructional events 
to learners which consisted of video assisted teaching regarding prevention of selected 
breast diseases and demonstration of BSE among women. The learning package included 
• Knowledge - Video assisted teaching on definition, causes, risk factors, signs and 
symptoms, diagnosis, treatment, complications and prevention of selected breast diseases. 
• Practice - Video show on the steps for performing Breast Self Examination 
• Demonstration on performing the steps of Breast Self Examination using breast model. 
• Return demonstration on the steps of Breast Self Examination. 
• For reinforcement, booklet will be given on BSE. 
2.4.3. Knowledge on prevention of selected breast diseases 
 In this study it referred to the ability of the  women at risk to respond to the questions on 
definition, causes, signs and symptoms, risk factors, diagnosis , treatment, complications and 
prevention of selected breast diseases like mastalgia, nipple discharge, fibrocystic changes, 
simple cysts, fibroadenomas and galactorrhoea which was assessed by structured knowledge 
questionnaire prepared by the investigator. 
2.4.4. Practice on Breast Self Examination  
            In this study it referred to the skill acquired by the women at risk to follow the 
steps of Breast Self Examination in order to identify any lump, changes in size, shape, 
colour of nipples and discharge from the nipple which was assessed by observational 
checklist prepared by the investigator. 
2.4.5. Women  
        Women at risk for breast diseases assessed using risk assessment tool prepared by 
the investigator and who are in the age group between 20 - 40 years, residing in the 
selected villages.  
2.5. NULL HYPOTHESES 
NH1: There is no significant difference in the pre and post test level of   knowledge on 
prevention of selected breast diseases and practice on BSE between experimental and 
control group.   
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NH2: There is no significant relationship between the mean differed level of   knowledge 
on prevention of selected breast diseases with practice on BSE in experimental and 
control group.   
NH3: There is no significant association of selected demographic variables with the 
mean differed level of   knowledge and practice in experimental and control group.   
2.6. ASSUMPTIONS 
 Technology enabled learning programme may enhance the knowledge on prevention 
of selected breast diseases. 
 Enhanced knowledge may improve the level of practice on BSE. 
 Routine practice of BSE may pave way for early identification and treatment of breast 
diseases. 
2.7. DELIMITATIONS 
The study was delimited to only to 6 villages adopted by Omayal Achi 
Community Health Centre in Thirvallur district. 
2.8. CONCEPTUAL FRAMEWORK 
Conceptual framework based on “Wiedenbachs helping art of clinical nursing theory” 
and “Health promotion model” was utilized to guide the researcher in conducting the 
proposed research work. 
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CHAPTER 3 
REVIEW OF LITERATURE 
Review of literature was done in the major online databases and published reports. The 
important points pertaining to the review of literature for the present study are presented 
below. 
The review of Literature was presented in three Parts: 
Part I: Research studies related to Prevalence of breast diseases 
Part II: Research studies related to knowledge on breast disease and practice on BSE  
Part III: Research studies related to effectiveness of   technology enabled learning 
programme on knowledge on prevention of selected breast diseases and practice on BSE. 
3.1. Summary of Literature: 
Extensive review of literature was conducted under the topic of breast diseases, its 
sub components and interventions for prevention of them. Studies have showed high 
prevalence rates of benign conditions of breast than malignant conditions. Studies also 
reported that among Indian rural population the benign breast diseases are 5 to 10 times 
more common than breast cancers. The most common reasons for not doing BSE were 
lack of knowledge and not believing in its necessity. Studies also reported that laziness, 
forgetfulness, lack of confidence in skills as a key barrier to BSE.  
3.2. Gaps in the Literature: 
Studies were mainly concentrated on malignant conditions than benign 
conditions. There were limited Indian studies on prevalence of selected breast diseases 
among rural population. Interventional studies for the rural population were also very 
much limited. Nursing studies were very minimal in Indian context. 
3.3. What the Study Adds: 
 The study would add to the rural statistics of women at risk for breast diseases. 
The community based nursing interventions would guide the rural women to gain skill in 
practicing BSE in turn preventing breast diseases among the women in the community. 
The present study would add evidence to the Indian context and also generate evidence 
on community participatory model of prevention. 
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CHAPTER 4 
RESEARCH METHODOLOGY 
This part of the study included selection of the research design, variables, setting 
of the study, population, sample, sampling technique, sample size, development of tool, 
content validity, reliability, ethical considerations, data collection procedure and plan for 
statistical analysis.  
4.1 RESEARCH APPROACH:   
The research approach of this study was Quantitative experimental methodology. 
4.2 RESEARCH DESIGN:   
Experimental design. 
Table 4.2. Research design monograph 
Risk 
assessment 
for selected 
breast 
disease by 
using risk 
assessment 
scale 
prepared 
by the 
investigator 
R
A
N
D
O
M
O
ZA
TI
O
N
   
A
t V
ill
a
ge
 
Le
v
el
 Group Pretest  
    O1 
Intervention     Posttest 
(After 
1 
month) 
O2 
Posttest 
(After 3 
months) 
O3 
Posttest 
(After 6 
months) 
O4 
Experimental Assessment 
of 
Knowledge 
& Practice 
Technology  
Enabled 
Learning 
Program 
Assessment of Knowledge & 
Practice 
 
Control Assessment 
of 
Knowledge 
& Practice 
- Assessment of Knowledge & 
Practice 
 
 
4.3. VARIABLES: 
4.3.1. Independent variable: 
Technology enabled learning programme comprising of Video assisted teaching on 
definition, causes, risk factors, signs and symptoms, diagnosis, treatment, complications, 
prevention of selected breast diseases and steps for performing Breast Self Examination. 
Demonstration on performing the steps of Breast Self Examination using breast model 
4.3.2. Dependent variable: 
Referred to Knowledge on prevention of selected breast diseases and practice on BSE. 
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4.3.3. Extraneous variables  
Age, educational status, occupation, type of family, family monthly income, religion, 
marital status, clinical variables like dietary, lifestyle, environmental, medical, 
reproductive, familial and personal risk factors, BMI. 
 
4.4. RESEARCH SETTING:  
The study was conducted in six selected villages, Guruvoyal, 
Lakshminathapuram,Thamaraipakkam (experimental) and Kannadapalayam, Morai, 
vellanoor (control) from among the 55 villages adopted by Omayal Achi Community 
Health Centre (OACHC). These villages are located at about 5 kms distance in 
geographically opposite directions from the Omayal Achi Community Health Centre. The 
total population of women in the age group of 20-40 years in these four villages is 87, 20, 
103, 74, 84 and 85 respectively. 
 
4.5. POPULATION: 
4.5.1. Target population comprises of all women at risk aged between 20-40 years of 
age residing in villages.  
4.5.2. Accessible population refers to about 400 women who were at risk and aged 
between 20 to 40 yrs. 
 
4.6. SAMPLE: 
The samples of the study consisted of women at risk aged between 20-40 years of age 
who fulfilled the sample selection criteria. 
 
4.7. SAMPLING TECHNIQUE: 
 Probability sampling was undertaken wherein simple random sampling using lottery 
method was done to select 6 villages from the 26 beneficiary villages and of which 
through cluster randomization the villages were grouped as experimental and control 
group.   
 Total enumeration sampling was undertaken as all those who were identified with the 
risk in the 6 villages were chosen for the study.  
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4.8. SAMPLE SIZE: 
The sample size was calculated based on the pilot study findings of knowledge 
and practice scores. The effect size derived from the pilot study was 0.35. The calculated 
sample size using the effect size of 0.35 at power 0.90 and 0.05 level of significance was 
estimated to be 173 in each group. Calculating the attrition of 15% the final sample size 
was fixed to 200 in each group. The final sample size consisted of a total of 400 women 
with 200 each in the experimental and control group. There was no attrition as all the 
women were permanent residents of the villages and with regular follow up by the 
investigator. 
 
4.9. SAMPLING CRITERIA: 
4.9.1. Inclusion criteria: Women                                                                                                            
 who are willing to participate in the study. 
 who can understand Tamil. 
 who attained menarche. 
 permanently residing in selected villages.  
 4.9.2. Exclusion criteria: Women 
• those who have been diagnosed with breast diseases and on treatment. 
• Who are mentally challenged  
 
4.10. DEVELOPMENT & DESCRIPTION OF THE TOOL                                                            
The tool consisted of the following: 
4.10.1. Data Collection Tool 
Part A: Risk assessment  
Part B: Demographic and clinical variables 
Part C: Assessment of knowledge using structured interview schedule. 
Part D: Observational checklist to assess the skill 
Data collection tool consists of  
4.10.1.1. Part A: Risk assessment 
Assessing the risk of women aged between 20-40 years for breast disease using risk 
assessment tool prepared by the investigator. 
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4.10.1.2. Part B: Demographic and clinical variables 
Age, educational status, occupation, type of family, family monthly income, 
religion, marital status, clinical variables like dietary, lifestyle, environmental, medical, 
reproductive, familial and personal risk factors, BMI.     
4.10.1.3. Part C: Assessment of knowledge using structured interview schedule 
This questionnaire comprises of questions about general information, Possible 
causes / Risk factors, selected breast diseases, Investigations, Management, Home care 
management, Preventive measures. The interview schedule consists of 25 questions. 
Scoring key 
Each item was an objective type and closed ended with a single correct answer. Every 
correct answer was given a score of “1” mark and wrong answer was given “0” mark. 
The total score of the tool was 25. The raw score was converted to percentage to interpret 
the level of knowledge.  
Table 4.10.1.1 Interpretation of Level of knowledge 
Percentage  Level of knowledge 
>75% Adequate  
75%-50% Moderately adequate 
<50% Inadequate  
 
4.10.1.4. Part D: Observational checklist to assess the skill in performing Breast Self 
Examination 
          The checklist consists of the steps to be followed while performing Breast Self 
Examination. It consisted of 16 items and for Yes score of “1” was given for No score of 
“0” was given. The raw score was converted to percentage to interpret the level of 
practice.                 Table 4.10.1.2 Interpretation of Level of Practice 
Percentage  Level of Practice 
>75% Good practice 
75%-50% Fair practice 
<50% Poor practice  
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4.10.2. SECTION II- INTERVENTION TOOL (Technology Enabled Learning 
Programme) 
    The Technology Enabled Learning Programme which included: 
 Knowledge - Video assisted teaching on definition, causes, risk factors, signs and 
symptoms, diagnosis, treatment, complications and prevention of selected breast diseases. 
 Practice - Video show on the steps for performing Breast Self Examination 
 Demonstration on performing the steps of  Breast Self Examination using breast model 
 Return demonstration on the steps of Breast Self Examination  
 Booklet  for reinforcement   
 
4.11. CONTENT VALIDITY:  
Content validity was obtained from 3 medical experts (Community medicine, 
Gynaecologist and Oncologist) and 7 nursing experts (Community Health Nursing, and 
Obstetrics & Gynaecology Nursing). 
 
4.12. RELIABILITY OF THE TOOL:  
The reliability of the data collection tools was assessed using test-retest and inter-
rater method and the correlation coefficient r–value obtained was 0.82 for the structured 
interview schedule and 0.83 for the observational checklist. These correlation coefficient 
values are very high and hence these tools are reliable enough for assessing the 
effectiveness of technology enabled learning programme on Knowledge on prevention of 
selected breast diseases and practice on Breast Self-Examination (BSE) among women in 
selected villages, Thiruvallur District.  
 
4.13. PILOT STUDY 
Phase 1: Assessed the risk of women aged between 20 -40 years for breast diseases.  
Sample selection- using total enumeration sampling technique samples were selected 25 
each in the experimental and control group respectively from the selected villages. 
Phase 2: The demographic data was collected and the pre-test level of knowledge and 
practice was assessed using structured interview schedule and observational checklist 
respectively in experimental and control group. On the same day Video assisted teaching 
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was given regarding prevention of selected breast diseases for 30mins and breast self 
examination demonstration was done for 15mins using breast model.  
Phase 3:  (1 month later)   Post test 1 level of knowledge and practice was assessed.   
A similar scheme of data collection was implemented for the samples in control group 
with the exception of interventions by the investigator. After the post test same 
intervention package was executed for the control group. 
 
4.14. ETHICAL CONSIDERATION 
The study proposal and plan was granted formal ethical approval by the International 
Centre for Collaborative Research which is the official ethics review board of Omayal 
Achi College of Nursing. Consent was obtained from the Head of the institution, and the 
in-charge of the Omayal Achi Community Health Centre (OACHC), and the village 
leaders. Written informed consent was obtained from the samples after clear explanation 
of the study purpose, type of data required, nature of commitments, participation, 
procedure and potential benefits, and the rights to withdraw from the study at any point of 
time was also explained. Confidentiality of all personal details disclosed by the samples 
and full privacy was assured. Equality and justice was ensured by administering the 
intervention to the control group at the end of the post-test. 
 
4.15. DATA COLLECTION PROCEDURE: 
Phase 1: Assessed the risk of women aged between 20 - 40 years for breast diseases.  
Sample selection- using total enumeration sampling technique samples were selected 
200 each in the experimental and control group respectively from the selected villages. 
Phase 2: The demographic data was collected and the pre-test level of knowledge and 
practice was assessed using structured interview schedule and observational checklist 
respectively in experimental and control group. On the same day video assisted teaching 
was given regarding prevention of selected breast diseases for 30mins and breast self 
examination demonstration was done for 15mins using breast model.  
Phase 3:  (1 month later)   Post test 1 level of knowledge and practice was assessed.   
Phase 4:  (3 months later)   Post test 2 level of knowledge and practice was assessed.   
Phase 5:  (6 months later)   Post test 3 level of knowledge and practice was assessed.   
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A similar scheme of data collection was implemented for the samples in control group 
with the exception of interventions by the investigator. After the post test same 
intervention package was executed for the control group. 
 
4.16. PLAN FOR DATA ANALYSIS 
Descriptive statistics such as mean and standard deviation and inferential statistics 
such as Karl Pearson correlation co-efficient, chi square, one way ANOVA were used for 
analyzing the data.    
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CHAPTER – 5 
ANALYSIS AND FINDINGS 
 
SECTION 5.1: DESCRIPTION OF RISK FOR BREAST DISEASES AMONG 
WOMEN IN THE EXPERIMENTAL AND CONTROL GROUP. 
Table 5.1.1: Frequency and percentage distribution of risk for breast diseases in 
experimental and control group  
                                                                                                                              N=400 
S.NO RISK FACTORS GROUP 
Experimental 
(n=200) 
Control 
(n=200) 
n % n % 
1 Did you attained menarche before 12yrs 42 21.0 44 22.0 
2 Do you have irregular menstrual cycle 70 35.0 66 33.0 
3 Are you a nulliparous women( not having children) 3 01.5 4 02.0 
4 Do you have any history of abortion 23 11.5 32 16.0 
5 Did you had your first childbirth after the age of 30 0 0.00 0 00.0 
6 Have you used oral contraceptives 27 13.5 32 16.0 
7 Have you breast fed your baby<12months 76 38.0 84 42.0 
8 Do you have any family history of breast disease 6 03.0 8 04.0 
9 Do you have any family history of breast cancer 2 01.0 3 01.5 
10 Do you have any history of breast injury 4 02.0 6 03.0 
11 Do you use any hormone replacement therapy 6 03.0 7 03.5 
12 Do you have the history of radiological 
exposure(chest area) 4 02.0 6 03.0 
13 Do you have the habit of using tobacco 2 01.0 4 02.0 
 
The above table revealed that most of the women attained menarche before 12 
years in experimental group and in both the groups they had irregular menstrual cycle, 
have a history of abortion and had breastfed their babies <12months. Some of them had a 
family history of breast disease and breast cancer in both the groups. 
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SECTION 5.2: DESCRIPTION OF DEMOGRAPHIC VARIABLES OF THE 
EXPERIMENTAL AND CONTROL GROUP. 
Table 5.2.1: Frequency and percentage distribution of demographic variables age, 
education, occupation, religion in the experimental and control group.     
                         N=400                                                                                                              
DEMOGRAPHIC 
VARIABLES 
  
GROUP Chi square test 
Experimental 
(N=200) 
Control 
(N=200) 
n % n % 
Age 20- 25 years 
    61 30.5 64 32.0 2=0.38 p=0.82 DF=2 NS 
  26- 30 years 63 31.5 66 33.0  
  > 30 years 76 38.0 70 35.0  
Education Graduate and above 10 05.0 13 06.5 2=2.92 p=0.71 DF=5 NS 
  Higher Secondary 22 11.0 23 11.5  
  High School 23 11.5 30 15.0  
  Middle School 54 27.0 42 21.0  
  Primary School 62 31.0 61 30.5  
  Non literate 29 14.5 31 15.5  
Occupation Profession 
Semi Profession 
Clerical,shop-
owner, farmer 
Skilled worker 
Semi-skilled worker 
Unskilled worker 
House wife 
Others 
5 
5 
4 
6 
28 
51 
94 
7 
02.5 
02.5 
02.0 
03.0 
14.0 
25.5 
47.0 
03.5 
7 
7 
6 
8 
22 
47 
96 
7 
03.5 
03.5 
03.0 
04.0 
11.0 
23.5 
48.0 
03.5 
2=2.55 p=0.94 
DF=7 NS   
  
  
  
 
Religion 
  
Hindu 
Christian 
Muslim 
166 
25 
9 
83.0 
12.5 
04.5 
160 
32 
8 
80.0 
16.0 
04.0 
2=1.03 p=0.59 
DF=2 NS 
  
Not significant P >0.05   
 
The table given above revealed that most of the women in both the groups were 
aged between >30 years, completed primary school, were house wife and belonged to 
Hindu religion. All the above variables, when compared between the two groups using 
chi square test, showed no statistical significance, thus indicating homogeneity between 
groups. 
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Table 5.2.2: Frequency and percentage distribution of demographic variables 
income, marital status, family type, previous source of information in the 
experimental and control group.                  
                                                                                                                           N=400                                                                                                                            
DEMOGRAPHIC VARIABLES 
  
GROUP 
Chi square test 
Experimental 
(n=200) 
Control 
 (n=200) 
n % n % 
Income >Rs.17,000 3 01.5 4 02.0 2=0.91 p=0.82 
DF=3 NS   Rs.8000-17,000 57 28.5 60 30.0 
  Rs.4000-8000 83 41.5 87 43.5 
  Rs.2000- 4000 57 28.5 49 24.5 
Marital status Married- living 
with partner 195 97.5 197 98.5 
2=1.01 p=0.31 
DF=1 NS 
  Others 5 02.5 3 01.5 
Family Type Nuclear family 129 64.5 134 67.0 2=0.51 p=0.77 
DF=2 NS   Joint family 68 34.0 62 31.0 
  Extended family 3 01.5 4 02.0 
Previous source of 
information  
Yes 25 12.5 29 14.5 2=0.34 p=0.55 
DF=1 NS No 175 87.5 171 85.5 
Source  
  
  
  
Newspaper 
/Magazine 3 12.0 7 24.1 
2=4.00 p=0.26 
DF=3 NS 
Friends / Relatives 1 04.0 3 10.3 
Radio / TV 17 68.0 12 41.4 
Health 
professionals 4 16.0 7 24.1 
Not significant P >0.05   
 
The above table revealed that most of the women in both the groups earned a 
family income of Rs.4000- 8000, were married, lived in a nuclear family and had not 
received information regarding breast diseases. All the above variables, when compared 
between the two groups using chi square test, showed no statistical significance, thus 
indicating homogeneity between groups. 
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SECTION 5.3: DISTRIBUTION OF CLINICAL VARIABLES OF THE 
EXPERIMENTAL AND CONTROL GROUP. 
Table 5.3.1: Frequency and percentage distribution of dietary risk factors in 
experimental and control group.                                                                                                       
                                                                                                                                  N=400                                                                 
Dietary risk factors 
 
  
GROUP Chi square test 
Experimental 
(n=200) 
Control 
(n=200) 
n % n % 
Diet Vegetarian 24 12.0 20 10.0 2=0.76 p=0.68DF=2 
NS   Non 
vegetarian 174 87.0 179 89.5 
  Ova 
vegetarian 2 01.0 1 00.5 
Frequency/wk One 106 60.9 111 62.0 2=1.13 p=0.56DF=2 
NS   Two 37 21.3 43 24.0 
  Three 31 17.8 25 14.0 
coffee Yes 193 96.5 191 95.5 2=0.26 p=0.61DF=1 
NS   No 7 03.5 9 04.5 
No of times Two 140 72.5 142 74.3 2=0.16 p=0.92DF=2 
NS   Three 51 26.4 47 24.6 
  Four 2 01.0 2 01.0 
Not significant P >0.05   
 
The above tables revealed that majority of the women in both the groups were non 
vegetarians and used to eat once a week, have the habit of drinking coffee two times a 
day.  
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Table 5.3.2: Frequency and percentage distribution of lifestyle risk factors in 
experimental and control group. 
                                                                                                                              N=400 
LIFESTYLE RISK 
FACTORS 
  
GROUP Chi square test 
Experimental 
(n=200) Control(n=200) 
n % n % 
Use of Brassier No 37 18.5 47 23.5 2=1.50 
p=0.22DF=1 NS  Yes 163 81.5 153 76.5 
Hrs/day 4 -6 hours 53 32.5 48 31.4 2=0.29 
p=0.86DF=2 NS  7 -9 hours 54 33.1 48 31.4 
 >9 hours 56 34.4 57 37.3 
Use of 
Deodorants 
No 187 93.5 186 93.0 2=0.04 p=0.84DF=1 NS 
 Yes 13 06.5 14 07.0 
Frequency/week Two 7 53.8 8 57.1 2=0.03 p=0.86 
DF=1 NS  Three 6 46.2 6 42.9 
Habit of 
Exercise 
No 192 96.0 193 96.5 2=0.07p=0.79 DF=1 NS 
 Yes 8 04.0 7 03.5 
Days/week 1 -2 days 5 62.5 4 57.1 2=0.04 
p=0.83DF=1 NS  3 -4 days 3 37.5 3 42.9 
Tobacco use  No 198 99.0 196 98.0 2=0.67 
p=0.41DF=1 NS Yes 2 01.0 4 02.0 
Alcohol 
consumption 
No 200 100.0 200 100.0 2=0.00 p=1.00DF=1 NS 
      
 Yes 7 03.5 8 04.0 2=0.07 
p=0.79DF=1 NS BSE No 193 96.5 192 96.0 
If, Yes Whenever 
I feel 
Monthly 
once 
61 85.7 14.3 
6 
2 
75.0 
25.0 
2=0.26 
p=0.60DF=1 NS 
Job shift Pattern No 200 100.0 200 100.0% 2=0.00 p=1.00DF=1 NS 
Not significant P >0.05   
 
The above table revealed that most of the women in both the groups don’t have 
the habit of wearing brassier, using deodorants, doing exercise, tobacco chewing, 
smoking, alcohol consumption and doing BSE. They don’t have any shift pattern in their 
job.   
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Table 5.3.3 : Frequency and percentage distribution of medical risk factors in 
experimental and control group. 
                                                                                                                                   N=400 
MEDICAL RISK 
FACTORS 
  
GROUP Chi square test 
Experimental(n=200) Control(n=200) 
n % n % 
Radiological 
Exposure 
No 196 98.0 194 97.0 2=0.41 p=0.52DF=1 NS 
 Yes 4 02.0 6 03.0 
If, Yes 4 - 5 
times 3 75.0 3 50.0 
2=0.62p=0.42DF
=1 NS 
 6 - 7 
times 1 25.0 3 50.0 
Hormone 
replacement 
therapy 
No 
194 97.0 193 96.5 2=0.07p=0.77DF
=1 NS 
Yes 6 03.0 7 03.5 
If, Yes 1 -2 
years 47 95.9 52 98.1 
2=0.43p=0.51DF
=1 NS 
 3 -4 
years 2 04.1 1 01.9 
Antihyperten
sive 
No 196 98.0 194 97.0 2=0.41p=0.52DF
=1 NS 
Yes 4 02.0 6 03.0  
If, Yes 1 -2 
years 2 50.0 4 66.7 
2=0.27p=0.59DF
=1 NS 
3 -4 
years 2 50.0 2 33.3 
Antidepressa
nts 
No 200 100.0 200 100.0 2=0.00p=1.00DF
=1 NS 
Not significant P >0.05   
 
The above table revealed that most of the women in both the groups have not 
been exposed to radiation, only few have underwent hormone replacement therapy and 
they were not on anti hypertensive’s or antidepressants.  
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Table 5.3.4 : Frequency and percentage distribution of reproductive  risk factors in 
experimental and control group.  
                                                                                                         N=400 
REPRODUCTIVE RISK 
FACTORS 
  
GROUP Chi square test 
Experimental(n=200) Control(n=200) 
n % n % 
Age at 
menarche(yrs) 
  
  
11 -12  87 43.5 76 38.0 2=1.51p=0.47DF=2 
NS 
 
13 -14  105 52.5 113 56.5 
15 -16  8 04.0 11 05.5 
Menstrual 
Cycle 
 
Regular 
Irregular 130 70 
65.0 
35.0 
134 
66 
67.0 
33.0 
2=0.17p=0.67DF=1 
NS 
Irregular cycle 
(in months) 
1- 2 6 08.6 3 04.5 2=0.89p=0.34DF=1 NS 
 
  2- 3  64 91.4 63 95.5 
Age at 
marriage(yrs) 
15 -20  89 44.5 90 45.0 2=0.03p=0.98DF=2 NS 
 
  21 -25  92 46.0 92 46.0 
  26 -30  19 09.5 18 09.0 
Parity Primipara 167 83.5 157 78.5 2=2.53p=0.28DF=2 
NS 
 
  Multipara 9 04.5 10 05.0 
  Nullipara 24 12.0 33 16.5 
 Age  at first 
Child 
Birth(yrs) 
15-20 
   21-25  
26-30  
75 
82 
19 
42.6 
46.5 
10.7 
72 
77 
18 
43.1 
46.1 
10.7 
 
2=0.25p=0.88DF=2 
NS 
 
Contraception 
  
 
No 
Yes 
 
58 
31 
 
65.2 
34.8 
 
66 
38 
 
63.5 
36.5 
2=0.06p=0.80DF=1 
NS 
 
Contraception 
type 
  
  
Copper-T 
Oral pills 
Natural 
methods 
2 
27 
2 
06.5 
87.1 
06.5 
3 
32 
3 
07.9 
84.2 
07.9 
 
2=0.11p=0.95DF=1 
NS 
 
Contraception 
duration 
< 12 
months 18 30.5 12 31.5 
2=2.59p=0.10DF=1 
NS 
 
  1 -2 years 13 69.5 26 68.5 
Not significant P >0.05     
The above table revealed that most of the women in both the groups have attained 
menarche at 13-14 yrs in both experimental and control group and had regular menstrual 
cycle. Most of the women got married at the age of 21-25 yrs in experimental and control 
group and were primiparous gave their first childbirth at the age of 21-25yrs and had 
adopted oral pills as their type of contraception.  
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Table 5.3.4a : Frequency and percentage distribution of reproductive  risk factors in 
experimental and control group.                                                                N=400 
Reproductive Risk Factors 
  
Group Chi square test 
Experimental 
(n=200) 
Control 
(n=200) 
n % n % 
Abortion Yes 23 26.4 32 31.7 2=0.62p=0.43DF=1 
NS 
 
  No 64 73.6 69 68.3 
Abortion Type Missed 23 100.0 32 100.0 2=0.00p=1.00DF=1 NS 
Abortion Times One 19 82.6 23 71.9 2=0.85p=0.35DF=1 
NS 
 
  Two 4 17.4 9 28.1 
Breast feeding Yes 176 88.0 167 83.5 2=1.77p=0.18DF=1 
NS 
 
  NO 24 12.0 33 16.5 
   
    
Breast feeding 
Duration(in 
month) 
  
  
  
1 -6 months 33 18.7 51 30.5 2=2.97p=0.22DF=2 
NS 
 
6 -12 
months 43 24.4 33 19.8 
>12 months 
100 56.8 83 49.7 
Infertility No 198 99.0 198 99.0 2=0.00p=0.99DF=1 
NS 
 
  Yes 2 01.0 2 01.0 
Infertility 
Duration 
1 -5 years 
2 100.0 2 100.0 
2=0.00p=1.00DF=1 
NS 
Type of treatment Ovulation 
induction 2 100.0 2 100.0 
2=0.00p=1.00DF=1NS 
Not significant P >0.05   
The above table revealed that few of the women in both the groups had missed 
abortion for 1-2times, most of the women had breastfed their babies for more than 
12months and only few had underwent treatment for infertility ie ovulation induction.  
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Table 5.3.5 : Frequency and percentage distribution of familial and personal risk 
factors in experimental and control group. 
                                                                                                                                    N=400 
Familial And Personal 
Risk Factors 
Group Chi square test 
Experimental(n=200) Control(n=200) 
n % n % 
Family history 
of breast 
disease 
No 
194 97.0 192 96.0 
2=0.29p=0.58DF=1NS 
  Yes 6 03.0 8 04.0 
Family history 
of breast 
disease type 
Mastalgia 
6 100.0 8 100.0 
2=0.00p=1.00DF=1NS 
Family history 
of breast 
cancer 
No 
198 99.0 197 98.5 
2=0.20p=0.65DF=1NS 
  Yes 2 01.0 3 01.5  
specify the 
relationship 
paternal 2 100.0 1 100.0 2=0.00p=1.00DF=1NS 
Family history 
of cancer 
No 195 97.5 196 98.0 2=0.11p=0.73DF=1NS 
  Yes 5 02.5 4 02.0  
If, Yes Abdomen 2 50.0 2 66.7 2=0.19p=0.65DF=1NS 
  Stomach 2 50.0 1 33.3  
History of 
breast surgery 
Yes 
No 
1 
199 
00.5 
99.5 
2 
198 
01.0 
99.0 
2=0.33p=0.56DF=1NS 
 
    
 
History of 
breast injury 
Yes 4 02.0 6 03.0 2=0.41p=0.52DF=1NS 
  No 196 98.0 194 97.0  
History of 
thyroid 
disorder 
Yes 
No 2 
198 
01.0 
99.0 
3 
197 
01.5 
98.5 
2=0.20p=0.63DF=1NS 
 
 
Not significant P >0.05   
The above table revealed that most of the women in both the groups don’t have 
the familial and personal risk factors like family history of breast disease, breast cancer, 
breast surgery, injury to the breast and thyroid disorder. All the above clinical variables, 
when compared between the two groups using chi square test, showed no statistical 
significance, thus indicating homogeneity between groups. 
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Table 5.3.6: Frequency and percentage distribution of BMI in experimental and 
control group 
                                                                                                                                    N=400 
BMI GROUP Chi square test 
Experimental 
(n=200) 
Control  
(n=200) 
n % n %  
 
2=1.22p=0.75DF=3 NS 
Under weight 14 07.0 19 09.5 
Normal 168 84.0 160 80.0 
Over weight 15 07.5 18 09.0 
Obese 3 01.5 3 01.5 
Not significant P >0.05   
The above table revealed that most of the women in both the groups had normal 
BMI. When compared between the two groups using chi square test, showed no statistical 
significance, thus indicating homogeneity between groups 
  
SECTION 5.4 ASSESSMENT AND COMPARISION OF PRE AND POST TEST 
LEVEL OF KNOWLEDGE ON PREVENTION OF SELECTED BREAST 
DISEASES AND PRACTICE ON BSE AMONG WOMEN. 
Table 5.4.1 :  Frequency and percentage distribution of pre test level of knowledge 
on prevention of selected breast diseases among women in the experimental and 
control group. 
                                                                                                                         N=400  
LEVEL OF 
KNOWLEDGE 
Group Chi square test 
Experimental(n=200)  Control(n=200) 
n % n % 
Inadequate 197 98.5 195 97.0 2=0.51 p=0.47 DF= 1  
not significant Moderately adequate 3 01.5 5 02.5 
Adequate 0 00.0 0 00.0 
                TOTAL 200 100.0 200 100.0  
Not significant P >0.05   
 
 The above table presented the pretest level of knowledge among the experimental 
and control group. There was no statistical significant difference found between the 
groups. 
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Table 5.4.2:  Frequency and percentage distribution of post test level of knowledge 
on prevention of selected breast diseases among women in the experimental and 
control group( N=400)   
POST 
TEST  
LEVEL 
Level of 
Knowledge  
Group Chi square test 
Experimental(n=200) Control(n=200) 
n % n % 
1st Month  Inadequate 29 14.5 194 97.0 2=276.20 
p=0.001*** DF= 2  
significant 
Moderately 
adequate 123 61.5 6 03.0 
Adequate 48 24.0 0 00.0 
3rd 
Month 
Inadequate 12 06.0 190 95.0 2=276.20 
p=0.001*** DF= 2  
significant 
Moderately 
adequate 106 53.0 10 05.0 
Adequate 82 41.0 0  00.0  
6th Month  Inadequate 0 00.0 187 93.5 2=43.23 p=1.00 
DF= 2            
significant 
Moderately 
adequate 
72 36.0 13 06.5 
Adequate 128 64.0 0 00.0 
                 
TOTAL 
200 100.0 200 100.0  
*** very highly significance at P≤ 0.001 
The above table revealed that in the post-test a statistically very high level of 
significance was identified using chi square test at p ≤0.001. This shows that women in 
the experimental group gained knowledge on selected breast diseases indicating that 
technology enabled learning programme was effective.  
 
Table 5.4.3: Frequency and percentage distribution of pre test level of practice on 
BSE among women in the experimental and control group                                                                                                  
(N=400) 
Level of practice Group Chi square test 
Experimental(n=200) Control(n=200) 
n % n % 
Poor 183 91.5 178 89.0 2=0.71 p=0.39 DF= 1       
not significant Fair 17 08.5 22 11.0 
Good 0 00.0 0 00.0 
                TOTAL 200 100.0 200 100.0  
             Not significant P >0.05   
The above table revealed that in the pre-test there was no statistically significant 
difference in the level of practice among women in the experimental and control group 
indicating that both groups were homogenous. 
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Table 5.4.4: Frequency and percentage distribution of post test level of practice on 
BSE among women in the experimental and control group. 
         N=400 
POST TEST 
LEVEL  
Level of 
Practice 
Group Chi square test 
Experimental(n=200) Control(n=200) 
n % n % 
1st Month Poor 28 14.0 174 87.0 2=71.39 
p=0.001*** DF= 
2   significant 
Fair 52 26.0 26 13.0 
Good 120 60.0 0  00.0  
3rd Month Poor 23 11.5 171 85.5 2=248.98 
p=0.001*** DF= 
2   significant 
Fair 44 22.0 29 14.5 
Good 133 66.5 0  00.0  
6th Month Poor 0  00.0 166 83.0 2=327.34 
p=0.001*** DF= 
2   significant 
Fair 39 19.5 34 17.0 
Good 161 80.5 0  0.00  
                 
TOTAL 
200 100.0 200 100.0  
 
Not significant P >0.05  * significant at P≤0.05  ** highly significant at P≤0.01  *** 
very high significant at   P≤0.001    
The above table revealed that in the post-test a statistically very high level of 
significance was identified using chi square test at p ≤0.001. This showed that women in 
the experimental group gained skill in performing BSE indicating that technology 
enabled learning programme was effective.  
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Fig 5.4.1: Comparison of pre-test and post test level of knowledge on prevention of 
selected breast diseases among women between experimental and control group. 
 
The above figure presented the box plot comparing the pre and post test level of 
knowledge between experimental and control group. There was a statistical significant 
difference identified among the experimental group after the intervention whereas no 
statistical significant difference was noted among the control group. 
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Table 5.4.5: Comparison of Pretest and post test (1st month, 3rd month and 6th 
month) level of practice on BSE among women in experimental and control group.  
 
      N=400 
Group Pretest 1st month 3rd month 6th month Repeated 
measures 
ANOVA F-test 
Mean 
±SD 
Mean ±SD Mean ±SD Mean ±SD 
Experimental 2.46±2.68 10.47±2.96 11.30±3.31 13.17±3.23 F=786.12P=0.001 
Control 2.53±2.77 2.69±2.85 2.83±2.82 3.16±2.87 F=3.59 P-0.07 
 
Not significant P >0.05  * significant at P≤0.05  ** highly significant at P≤0.01  *** 
very high significant at   P≤0.001    
 
The above table shows the comparison of pre and post test practice score which 
was calculated using ANOVA. Statistically there was a very highly significant difference 
at p<0.001 in experimental group whereas in the control group there was no significant 
difference. 
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SECTION 5.5: EFFECTIVENESS OF TECHNOLOGY ENABLED LEARNING 
PROGRAMME ON KNOWLEDGE ON PREVENTION OF SELECTED BREAST 
DISEASE AND PRACTICE ON BSE AMONG WOMEN 
Table 5.5.1: Comparison of pre-test and post test level of knowledge on prevention 
of selected breast diseases and practice on BSE among women between 
experimental and control group.                                                                                                                             
        N=400 
 
 Group  Pretest Post Test Repeate
d 
measure
s 
ANOVA 
F-test 
1st month 3rd month 6th month 
Mean 
±SD 
Mean 
±SD 
Mean 
±SD 
Mean 
±SD 
KNOWLEDGE Experimental 7.62±2.16 17.45±3.7
3 
18.43±3.9
3 
20.09±2.7
5 
F=989.16 
P=0.001 
Control 7.81±2.19 8.04±2.29 8.28±2.30 8.87±2.75 F=3.70 
P-0.06 
PRACTICE Experimental 2.46±2.68 10.47±2.9
6 
11.30±3.3
1 
13.17±3.2
3 
F=989.16 
P=0.001 
Control 2.53±2.77 2.69±2.85 2.83±2.82 3.16±2.87 F=3.70 
P-0.06 
Not significant P >0.05  * significant at P≤0.05  ** highly significant at P≤0.01  *** 
very high significant at   P≤0.001    
 
The above table shows the comparison of pre and post test practice score which 
was calculated using ANOVA. Statistically there was a very highly significant difference 
at p<0.001 in experimental group indicating that technology enabled learning programme 
was effective whereas in the control group there was no significant difference. 
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SECTION 5.6: CORRELATION OF MEAN DIFFERED LEVEL OF 
KNOWLEDGE WITH PRACTICE AMONG WOMEN IN THE 
EXPERIMENTAL AND CONTROL GROUP. 
Table 5.6.1:  Correlation of mean differed level of knowledge with practice among 
women in the experimental and control group.                                                                                  
N=400 
Group  Mean 
difference± 
SD 
Karl pearson 
correlation 
coefficient 
Interpretation 
Experimental Knowledge 12.47±2.80 r=0.52p=0.001*** 
significant  
There is a significant, 
positive moderate 
correlation between 
women knowledge 
gain and practice gain 
score. It means 
knowledge increases 
their practice also 
increases moderately. 
Practice 9.98±3.67 
Control Knowledge 1.07±1.83 r=0.18 p=0.21          
not significant  
There is an 
insignificant, positive 
poor  correlation 
between women 
knowledge gain and 
practice gain score. It 
means knowledge 
decreases their 
practice also 
decreases. 
Practice 0.88±1.83 
Not significant P >0.05  * significant at P≤0.05  ** highly significant at P≤0.01  *** 
very high significant at   P≤0.001    
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SECTION 5.7: ASSOCIATION OF SELECTED DEMOGRAPHIC VARIABLES 
WITH MEAN DIFFERED LEVEL OF KNOWLEDGE AND PRACTICE IN THE 
EXPERIMENTAL AND CONTROL GROUP. 
Women aged between 20-25 years, educated having monthly income of rs.8000-17,000, 
living in nuclear family and with previous source of information showed high and very 
high level of significance at p≤0.01 and 0.001 with the knowledge gain score when 
computed using  F test / t test. 
Clinical variables such as elder having regular menstrual cycle, breast feeding women, 
and contraception user women has gained more knowledge than others showing 
statistically significant difference which was computed using  F test / t test. 
Women aged between 20-25 years, educated having monthly income of rs.8000-17,000 
with previous source of information showed high level of significance at p≤0.01 and 0.05 
with the practice gain score when computed using F test / t test. 
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Table 5.8:    Identification of influencing factors for knowledge gain score using 
Multivariate logistic regression  
                                                                                N=400 
 Univariate analysis Multivariate analysis 
p-
value 
Unadjusted  
OR(95%CI) p-value 
Adjusted  
OR(95%CI) 
Age(>25 years  Vs ≤ 25 years) 0.02* 2.1(1.1 - 4.0) 0.04* 1.5(1.0 – 
3.4) 
Education(Above primary Vs Upto 
primary) 0.04* 
1.8(1.0 - 3.4) 0.05* 1.6(1.0-  3.6) 
Income(> Rs.8000 Vs < Rs.8000) 0.01** 2.4(1.2 - 4.7) 0.05* 1.9(1.2 – 4.6) 
Type of family(Joint family Vs > 
nuclear family) 0.01** 
3.7(1.3 - 
10.6) 0.23 
0.7(0.3 -
1.2) 
Pre knowledge( Yes Vs  No) 0.05* 2.9(1.1 - 8.2) 0.61 2.1(0.4- 9.2) 
BMI(Normal Vs others) 0.01** 3.0(1.2 - 7.5) 0.38 1.8.(0.6 – 6.8) 
Age at menarche(> 12 yrs Vs ≤ 12 yrs) 0.03* 1.8(1.1 - 3.4) 0.04* 1.3.(1.2 – 3.7) 
Menstrual cycle(Irregular Vs Regular) 0.04* 1.9(1.0 - 3.5) 0.18 1.5.(0.3 – 5.7) 
Contraception (Yes Vs  No) 0.01** 2.9(1.2 - 7.1) 0.01** 1.8.(1.4 – 6.8) 
Breast feeding(Yes Vs No) 0.01** 3.1(1.2 - 8.0) 0.01** 1.7.(1.2 – 7.3) 
 
The above table revealed that the univariate analysis identifies elder, more 
educated, more income, joint family, pre knowledge, abortion, normal BMI, elder 
menarche, irregular cycle, contraception user and breast feeding women gained more 
knowledge than others. Unadjusted odds ratio was given with 95% confidence interval. 
 Multivariate analysis logistic regression identifies elder, more educated,  more 
income , elder menarche , contraception user and breast feeding  women are gained more 
knowledge score than others. Adjusted odds ratio was given with 95% confidence 
interval. 
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Table 5.9: Identification of influencing factors for practice gain score using 
univariate analysis  
                                                                                                                                 N=400 
 
Level of practice  gain Tota
l 
Chi square test OR(95%CI
) Below 
average(<10.71
) 
Above 
average(>10.71
) 
n % n % 
Age > 25 years 59 42.4% 80 57.6% 139 2=10.40 P=0.001*** 
2.8(1.4 - 
5.5) 
  ≤ 25 years 41 67.2% 20 32.8% 61  
Education Above 
primary 45 41.3% 64 58.7% 
109 2=7.28 P=0.01** 2.2(1.2 - 
4.0) 
  Upto 
primary 55 60.4% 36 39.6% 
91  
Income >Rs.8000 22 36.7% 38 63.3% 60 2=6.10P=0.01** 2.2(1.2 - 4.3) 
  ≤ Rs.8000 78 55.7% 62 44.3% 140  
Parity Primi/mult
i 79 46.2% 92 53.8% 
171 2=9.15 P=0.01** 4.4(1.5 - 
14.7) 
  Nulli 19 79.2% 5 20.8% 24  
pre 
knowledge 
Yes 7 28.0% 18 72.0% 25 2=5.53 P=0.01** 2.9(1.1 - 8.2) 
  Yes 93 53.1% 82 46.9% 175  
Abortion Yes 4 17.3% 19 82.7% 23 2=11.05P=0.01*
* 
5.6(1.7 - 
20.5) 
  No 96 54.2% 81 45.8% 177  
Body Mass 
Index 
Normal 78 46.4% 90 53.6% 168 2=5.36 P=0.02* 2.5(1.1 - 6.2) 
  Abnormal 22 68.8% 8 31.2% 32  
Age at 
menarche 
> 12 years 49 43.3% 64 56.7% 113 2=4.58 P=0.03* 1.8(1.1 - 3.4) 
  ≤12 years 51 58.6% 36 41.4% 87  
Mens.Cycle Irregular 27 38.5% 43 61.5% 70 2=5.63 P=0.02* 2.0(1.1 - 3.9) 
  Regular 73 56.1% 57 43.9% 130  
Contraceptio
n 
Yes 9 29.0% 22 71.0% 31 2=6.45 P=0.01** 2.9(1.2 - 7.1) 
  No 91 53.8% 78 46.2% 169  
Breast 
feeding 
Yes 78 45.6% 93 54.4% 171 2=9.07 P=0.01** 3.7(1.4 - 10.2) 
  No 22 75.8% 7 24.2% 29  
  
The above table revealed that the univariate analysis identifies elder, more 
educated,  more income, parity, pre knowledge, abortion, normal BMI, elder menarche, 
irregular cycle, contraception user and breast feeding  women gained more practice score 
than others. Unadjusted odds ratio was given with 95% confidence interval. 
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CHAPTER 6 
DISCUSSION 
6.1. Identification of women at risk for Breast diseases  
Among the 453 women from 6 villages screened 400 women were identified to 
have any one of the risk for breast diseases. The present finding was supported by the 
studies conducted among urban population in india with a reported prevalence of 51% to 
54% [9].  
Among the 400 women most of the women attained menarche before 12 years in 
experimental group and in both the groups they had irregular menstrual cycle, have a 
history of abortion and had breastfed their babies <12months. Some of them had a family 
history of breast disease and breast cancer in both the groups. 
6.2. To assess the effectiveness of technology enabled learning programme on 
knowledge on prevention of selected breast diseases and practice on BSE among 
women between experimental and control group. 
 The pre test means knowledge score among the experimental and control group 
was 7.62 and 7.81 respectively with scores representing very low awareness towards 
prevention of selective breast diseases. In the post test after intervention the mean scores 
was 17.45, 18.43, 20.03 and 8.04, 8.28, 8.87 among experimental and control group 
respectively. The intervention had significantly improved the knowledge scores among 
the experimental group.  
 The findings of the study was supported by the study conducted by Gupta, 2009 
& Hajian et al. 2011, about the impact of a health education intervention program 
regarding breast disease information and breast self examination by women in a semi-
urban area of Madhya Pradesh, India, found that there was a significant improvement in 
knowledge regarding all aspects of and breast disease breast self examination of the 
intervention group from pre- to post-test. After the intervention program, 590 (59%) 
women had good knowledge and among them 90.7% practiced (BSE). An overall 
increase in the awareness of 43% and 53% of BSE practice was observed in the study 
group after intervention24,25. 
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The pre test mean practice score among the experimental and control group was 
2.46 and 2.53 respectively with scores representing poor practice of BSE. In the post test 
after intervention the mean scores was 10.47, 11.30, 13.17 and 2.69, 2.83, 3.16 among 
experimental and control group respectively. The intervention had significantly improved 
the practice scores among the experimental group. The above findings was supported by 
the study conducted in the Gulf area regarding the breast cancer knowledge and 
awareness and factors associated with the practice of breast self examination (BSE) 
among Kuwaiti female school teachers. The study points to the insufficient knowledge of 
female teachers about breast cancer and identified the negative influence of low 
knowledge on the practice of BSE (Alharbi et al., 2012)21. 
Statistical analysis had showed that there was significant difference between the 
post test scores among experimental and control group and hence the hypothesis stated 
earlier that “There is no significant difference in the pre and post test level of knowledge 
on prevention of selected breast diseases and practice on BSE between experimental and 
control group was rejected”.   
6.3. To correlate the mean differed level of knowledge with practice on BSE among 
women in experimental and control group. 
 There was a significant positive moderate correlation observed between the 
women knowledge gain score and practice gain score among the experimental group at 
r=0.52 and p<0.001 level. The findings showed that knowledge had positive influence in 
enhancing the practice of BSE among women, whereas there was no significant 
correlation noted among the control group. 
 The findings of the study was supported by study conducted by Wood et al., in 
their study about the effect of an educational intervention on promoting breast self-
examination, found that the intervention was effective in increasing knowledge about 
breast cancer risk and screening and BSE proficiency in this sample of women23. 
Statistical analysis had showed that there was significant difference between the 
post test scores among experimental and control group and hence the hypothesis stated 
earlier that “There is no significant relationship between the mean differed level of 
knowledge on prevention of selected breast diseases with practice on BSE was rejected in 
experimental group and accepted in the control group.   
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6.4. To associate the selected demographic variables with the mean differed level of 
knowledge and practice in experimental and control group. 
Women aged between 20-25 years, educated having monthly income of rs.8000-
17,000, living in nuclear family and with previous source of information showed high 
and very high level of significance at p≤0.01 and 0.001 with the knowledge gain score 
when computed using  F test / t test. 
Clinical variables such as elder having regular menstrual cycle, breast feeding 
women, and contraception user women has gained more knowledge than others showing 
statistically significant difference which was computed using  F test / t test. 
 Women aged between 20-25 years, educated having monthly income of rs.8000-
17,000 with previous source of information showed high level of significance at p≤0.01 
and 0.05 with the practice gain score when computed using  F test / t test. 
Hence the hypothesis stated earlier that “There is no significant association of 
selected demographic variables with the mean differed level of   knowledge and practice 
in experimental and control group” was not accepted for above mentioned variables of 
experimental group and control group and accepted for other variables among 
experimental and control group. 
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CHAPTER 7 
SUMMARY, CONCLUSION AND LIMITATIONS  
 7.1 Summary 
The objectives of the study were to assess the effectiveness of technology enabled 
learning programme on knowledge on prevention of selected breast diseases and practice. 
The study also aimed to correlate the mean differed level of knowledge with practice on 
BSE among women and associate the selected demographic variables with knowledge 
gain score and practice gain score among women.   
The overall mean difference in the score of level of knowledge and practice was 
statistically significant revealing the effectiveness of the intervention. Technology 
Enabled Learning Programme was effective in significantly enhancing the knowledge 
and thereby improving the practice of BSE among women. There was a significant, 
positive moderate correlation between women knowledge gain and practice gain score.  
 The investigator has drawn relevant implications from the study that are vital 
concerns for the community health administrators, Nurse practitioners, Nurse educators, 
service providers and researchers. 
 
7.2. Conclusion 
 The study concluded stating that the technology enabled learning program was 
very much effective in improving the knowledge and practice of women in preventing the 
selected breast diseases. 
 
7.3. Limitations 
 It was not possible to meet all samples and their homes as most of them were out in the 
fields due to their involvement in the 100 days work scheme of the Tamil Nadu State 
government. 
 As village level randomization was done total enumeration of women who were at risk 
were taken from every village. 
 Experts during content validity suggested that questions related to anatomy and 
physiology need not to be included instead to add questions related to breast diseases. 
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